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The HIV/AIDS Epidemic: The First 10 Years 


On June 5, 1981, the first cases of an illness subsequently defined as acquired 
immunodeficiency syndrome (AIDS) were reported by health-care providers in Cali- 
fornia and CDC (7). As of May 31, 1991, state and local health departments had 
reported to CDC 179,136 AIDS cases among persons of all ages in the United States. 
By the end of 1991, AIDS will be the second leading cause of death among men 25-44 
years of age and is likely to be one of the five leading causes of death among women 
aged 15-44 years in the United States (2). 

The World Health Organization estimates that 8-10 million adults and 1 million 
children worldwide are infected with human immunodeficiency virus (HIV), the 
etiologic agent of AIDS. By the year 2000, 40 million persons may be infected with HIV 
(3). More than 90% of these persons will reside in developing countries in sub- 
Saharan Africa, South and Southeast Asia, Latin America, and the Caribbean. In 
addition, during the 1990s, mothers or both parents of more than 10 million children 
will have died from HIV infection/AIDS. 

AIDS will remain a major public health challenge worldwide in the 21st century. 
Education of all persons about AIDS to prevent transmission of HIV infection is critical 
to controlling this problem. 

Reported by: Technical Information Activity, Div of HIV/AIDS, Center for Infectious Diseases, 
CDC. 
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Update: Acquired Immunodeficiency Syndrome — 
United States, 1981-1990 


In 1981, 189 cases of acquired immunodeficiency syndrome (AIDS), a newly 
recognized condition, were reported to CDC from 15 states and the District of 
Columbia; 76% of cases were reported from New York and California. Ninety-seven 
percent of cases reported were among men, 79% of whom reported being 
homosexual/bisexual (i.e., having had sex with other men); no cases were reported 
among children. In contrast, in 1990, more than 43,000 cases were reported, 
representing all states, the District of Columbia, and the U.S. territories; nearly 
two-thirds were reported from outside New York and California; more than 11% of 
adolescent and adult cases were in women; and nearly 800 cases were in children 
<13 years of age. These differences between 1981 and 1990 highlight the dramatic 
growth and increasing complexity of the AIDS epidemic. This report summarizes 
trends in the epidemiology of AIDS cases from 1981 through 1990 in the United States 
and updates AIDS cases in 1990.* 


AIDS, 1981-1990 

During the 1980s, the number of reported AIDS cases increased each year. 
Homosexual/bisexual men and intravenous (IV)-drug users (i.e., persons who report 
a history of injecting drugs) have accounted for the largest number of AIDS cases 
throughout the epidemic. The total number of AIDS cases and of cases in these 
categories increased most rapidly during the middle 1980s, with more moderate 
increases in the late 1980s (Figure 1a). 

Reported AIDS cases associated with heterosexual transmission of human im- 
munodeficiency virus (HIV) have been increasing steadily, with cases occurring more 
frequently among women than among men (Figure 1b). Similarly, cases in children 
associated with perinatal (mother-to-infant) HIV transmission have continued to 
increase (Figure 1c). The number of AIDS cases associated with blood or blood 
product transfusions has stabilized (Figure 1d). 


AIDS, 1990 

In 1990, 43,339 AIDS cases (17.2 per 100,000 population) were reported, accounting 
for more than one fourth (161,073) of all cases reported during 1981-1990. 
Homosexual/bisexual men and IV-drug users represented more than three fourths of 
reported cases (Table 1). 

The number of cases reported per 100,000 population was higher for men, blacks 
and Hispanics, persons 30-39 and 40-49 years of age, and persons in the U.S. 
territories (primarily reflecting rates in Puerto Rico) and the Northeast region than for 
persons in other demographic groups or geographic areas (Table 1). Rates for 
reported cases among both women and men varied widely among states (Figure 2). 

Women accounted for 11.5% of reported AIDS cases among adolescents and 
adults. Of the 4890 reported cases among adolescent and adult women in 1990, 2539 
(51.9%) occurred among black women, 1236 (25.3%) among white women, and 1069 
(21.9%) among Hispanic women. A history of lV-drug use was reported by 2329 
(47.6%) women with AIDS. Heterosexual contact with a man infected with HIV or at 


*Single copies of this article will be available free until June 7, 1992, from the National AIDS 
Information Clearinghouse, P. O. Box 6003, Rockville, MD 20850; telephone (800) 458-5231. 
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AIDS — Continued 


high risk for HIV infection accounted for 1657 (33.9%) cases among women; 64.1% of 
these male sex partners were IV-drug users. 


Comparison of AIDS Cases in 1989 and 1990 

The number of AIDS cases in 1990 was compared with the number in 1989 by two 
approaches: 1) cases reported during these two periods and 2) cases diagnosed dur- 
ing these two periods and adjusted for reporting delays. Differences in the compari- 
sons are due to the effect of cases reported in 1990 but diagnosed in earlier years and 
cases diagnosed in 1990 but not yet reported. 

Based on year of report, the number of AIDS cases increased by 35,230 to 43,339 
(23%) from 1989 to 1990; based on year of diagnosis, cases increased from 41,200 to 
44,200 (7%) (Table 1). In both comparisons, the largest proportionate increases 
occurred among women, blacks and Hispanics, persons living in the South (excluding 
the U.S. territories), and persons exposed to HIV through heterosexual contact 
(Table 1). However, the largest increases in the numbers of reported cases occurred 
among whites and among homosexual/bisexual men (Table 1). 

Reported by: Local, state, and territorial health departments. Div of HIV/AIDS, Center for 
Infectious Diseases, CDC. 

Editorial Note: Since AIDS was first recognized and reported in 1981 (7), more than 
179,000 persons with AIDS have been reported to public health departments in the 
United States. Of these, more than 113,000 (63%) are reported to have died. During 
this period, HIV infection has emerged as a leading cause of death among men and 
women <45 years of age and children 1-5 years of age in the United States (2). 

The AIDS epidemic has expanded in scope and magnitude as HIV infection has 
affected different populations and geographic areas (3,4). Although homosexual/ 
bisexual men continue to account for most AIDS cases, cases associated with IV-drug 
use are more common in several northeastern states (5). In 1990, the incidence of 
AIDS increased most rapidly among persons exposed to HIV through heterosexual 
contact. In addition, the rate of increase in AIDS cases was greatest in the South. 

The total number of cases reported in 1990 represented an increase of more than 
8000 cases from those reported in 1989, although the rate of increase in diagnosed 
cases was less than that for reported cases. When compared with diagnosed cases, 
the larger increase in reported cases may reflect more rapid reporting by health 
departments in 1990 to qualify for federal HiV-care funds. Assessment of reporting 
trends in 1991 should clarify these differences. 

The slower rate of increase in AIDS cases diagnosed among homosexual/bisexual 
men than in earlier years may reflect a decline in the incidence of HIV infection among 
this group of men since the mid-1980s, as well as the effect of treatments that delay 
progression of HIV disease (6). Nonetheless, the increase in total diagnosed (1200) 
and reported cases (3847) from 1989 to 1990 was larger for these men than for 
persons who had other modes of HIV exposure. 

Although the annual incidence of AIDS for persons who have received blood 
transfusions and persons with hemophilia has stabilized (Figure 1d), cases associated 
with these modes of HIV transmisSion continue to be diagnosed as a consequence of 
infections that occurred before screening of donated blood and heat treatment of 
clotting factors and because of the long period between infection with HIV and onset 
of AIDS. Although reported cases among transfusion recipients and persons with 
hemophilia increased, trends by year of diagnosis indicate that the number of such 
cases declined slightly or were relatively stable in 1990 (Table 1). 
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FIGURE 1. AIDS cases, by year of diagnosis — United States, 1981—1990* 
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*Based on cases reported through March 1991 and adjusted for reporting delays. 
"Excludes IV-drug users. 
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FIGURE 1. AIDS cases, by year of diagnosis — United States, 1981—1990* 
— Continued 
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TABLE 1. Characteristics of reported persons with AIDS and percent change in cases, 
by year of report and year of diagnosis — United States, 1989 and 1990 





1990 Reported cases % change 1989-1990 
Reported 
Category No. (%) Rate* cases Reported Diagnosed‘ 
Sex 
Male 38,082 ( 87.9) 30.9 31,282 21.7 5.9 
Female 5,257 ( 12.1) 4.1 3,948 33.2 
Age (yrs) 
0-4 622 . 3.3 533 16.7 
5-9 120 : 0.6 89 34.8 
10-19 208 . 0.6 149 39.6 
20-29 8,338 ' 19.7 6,992 19.3 
30-39 19,722 i 46.8 16,260 21.3 
40-49 10,026 ‘ 33.5 7,640 31.2 
50-59 3,013 i 13.4 2,518 19.7 
-60 1,290 . 3.1 1,049 23.0 
Race/Ethnicity® 
White 22,342 11.8 18,661 19.7 
Black 13,186 42.5 10,336 27.6 
Hispanic 7,322 31.9 5,829 25.6 
Asian/Pacific Islander 260 3.8 239 8.8 
American Indian/ 
Alaskan Native 71 3 4.0 63 12.7 
Region 
Northeast 
Midwest 
South 
West 
U.S. territories 
HIV exposure category 
Male homosexual/ 
bisexual contact 
History of intravenous-drug use 
Women and 
heterosexual men 
Male homosexual/ 
bisexual contact 5.3) 
Persons with hemophilia 
Adult/adolescent 340 0.8) 
Child 31 0.1) 25 
Transfusion recipients 
Adult/adolescent 866 | 
Child 39 ( 0.1) 40 
Heterosexual contacts 2,289 ( 5.3) 1,631 
Born pattern II country‘ 422 ( 1.0) 379 
( 
( 
( 











2.0) 777 


Perinatal 681 1.6) 565 
No identified risk 2,620 6.0) 1,330 
Total 43,339 (100.0) 17.2 35,230 
*Per 100,000 population. 
"Diagnosed cases adjusted for estimated delays in reporting. 
5Excludes persons with unspecified race/ethnicity. 
‘Persons born in countries where heterosexual transmission predominates. 
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The need for services for HIV-infected persons is growing even more rapidly than 
indicated by trends in AIDS surveillance. The number of reported AIDS cases reflects 
illness among a substantially larger population of HIV-infected persons. However, 
antiretroviral therapies and other advances in care can delay the onset of AIDS among 
asymptomatic persons and lengthen the survival of those with AIDS. Other HIV- 
infected persons are ill but have not yet developed AIDS. The increasing diversity of 
the HIV/AIDS epidemic will further stress the ability of health-care systems to provide 
preventive and therapeutic services to HIV-infected persons. 


(Continued on page 369) 


FIGURE 2. Rate of reported AIDS cases* among adolescents and adults, by sex and 
state of residence — United States, 1990 





a. Adolescent/adult women 


















































*Per 100,000 population. 





364 June 7, 1991 


FIGURE |. Notifiable disease reports, comparison of 4-week totals ending June 1, 
1991, with historical data — United States 


DISEASE DECREASE INCREASE CASES CURRENT 
4 WEEKS 


Aseptic Meningitis 408 
Encephalitis, Primary 48 
Hepatitis A 
Hepatitis B 
Hepatitis, Non—A, Non-B 
Hepatitis, Unspecified 
Legionellosis 
Malaria 
Measles, Total 
Meningococcal Infections 
Mumps 
Pertussis 
Rabies, Animal 
Rubella 





f 
0.25 t 1 2 
Ratio(Log Scale) 
[XN] BEYOND HISTORICAL UMITS 


*Ratio of current 4-week total to the mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — cases of specified notifiable diseases, United States, 
cumulative, week ending June 1, 1991 (22nd Week) 


Cum. 1991 Cum. 1991 








AIDS 17,893 Measles: imported 88 
Anthrax - indigenous 5,603 
Botulism: Foodborne Plague - 
Infant 18 Poliomyelitis, Paralytic* 
Other 4 Psittacosis 
Brucellosis Rabies, human 
Cholera Syphilis, primary & secondary 
Congenital rubella syndrome Syphilis, congenital, age < 1 year 
Diphtheria Tetanus 
Encephalitis, post-infectious Toxic shock syndrome 
Gonorrhea . Trichinosis 
Haemophilus influenzae (invasive disease) / Tuberculosis 
Hansen Disease Tularemia 
Leptospirosis Typhoid fever 
Lyme Disease F Typhus fever, tickborne (RMSF) 














*No cases of suspected poliomyelitis have been reported in 1991; none of the 6 suspected cases in 1990 have been confirmed 
to date. Five of the 13 suspected cases in 1989 were confirmed and all were vaccine associated. 
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TABLE Il. Cases of selected notifiable diseases, United States, w 
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UNITED STATES 
NEW ENGLAND 


17,893 252 29 


783 12 
22 3 
20 
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37 
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5,054 
648 


MID. ATLANTIC 
Upstate N.Y 

N.Y. City 2,802 
N.J 1,110 
Pa 494 


E.N. CENTRAL 233 
hio 243 
109 
580 
219 
82 
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108 
40 


W.N. CENTRAL 
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E.S. CENTRAL 
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Calif. 
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Hawaii 
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8 
13 
3 
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13 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
June 1, 1991, and June 2, 1990 (22nd Week) 


Measles (Rubeola) Menin- 
Malaria I 


Reporting Area Indigenous imported* | Total | infections 


Cum Cum Cum Cum Cum Cum 
1991 | 1997] 4903 | 19911 t967 | 3990 1991 | 19971 i993 








Mumps Pertussis 
































UNITED STATES 392 88 10,378 1,025 107 —_ 2,188 
NEW ENGLAND 27 10 189 1 16 
Maine 1 27 

NH 2 8 

Vt 1 

Mass 5 

RI 30 

Conn 

MID. ATLANTIC . 788 

Upstate N.Y 2 
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ind 
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- 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 


Amer. Samoa 
C.N.M.1 





*For measies only, imported cases includes both out-of-state and international importations. 
N: Not notifiabi U: Unavailable ‘international ‘Out-of-state 
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TABLE Ill. Deaths in 121 U.S. cities,* week ending 
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(22nd Week) 





All Causes, By Age (Years) 
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*Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100,000 o: 
more. A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not! 


included. 
**Pneumonia and influenza. 
tBecause of changes in reporti 


Complete counts will be available in 4 to 6 weeks. 


ttTotal includes unknown 


‘ wn ages. / 
$Report for this week is unavailable (U). 


methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week. 
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Measles — United States, 1990 


As of May 10, 1991, local and state health departments reported a provisional total 
of 27,672* measles cases in the United States for 1990—a 52.1% increase over the 
18,193 cases reported for 1989 (7) (Figure 1)— and 89 suspected measles-associated 
deaths. Cases were reported from 49 states and the District of Columbia. The overall 
incidence rate in 1990 was 11.1 cases per 100,000 population. This report summarizes 
epidemiologic features of measles cases reported for 1990 and compares findings 
with cases reported for 1989. 


*As of December 31, 1990, a total of 26,520 cases had been officially reported to CDC. Through 
May 10, 1991, CDC’s Division of Immunization, Center for Prevention Services, had received 
reports of 1152 additional cases reported to have occurred in 1990, for a provisional total of 
27,672 cases. The final total may differ slightly. 


FIGURE 1. Measles cases, by year — United States, 1960—1990* 
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Measles — Continued 
Characteristics 

In 1990, children <5 years of age accounted for 48.1% of measles cases, compared 
with 36.6% of cases in 1989 (Table 1). Persons =20 years of age accounted for 22.5% 
of all reported cases in 1990, compared with 17.0% in 1989. 

Estimated incidence rates were higher in 1990 than in 1989 for all age groups, 
except 15- to 19-year-olds. The largest increases in incidence rates were among 
children <1 year of age (137.6%) and adults >25 years of age (130.0%). The highest 
incidence rates were among children aged <1 year (119.3 per 100,000) and 1—4 years 
(58.3 per 100,000). 

Information on race/ethnicity was available for 11,083 (40.1%) cases reported from 
34 states and the District of Columbia (no race/ethnicity information was available for 
cases reported from the other 15 states, including California). Of these, 6192 (55.9%) 
occurred among non-Hispanic whites; 2472 (22.3%), non-Hispanic blacks; 2082 
(18.8%), Hispanics; and 337 (3.0%), other racial or ethnic groups. Incidence rates were 
highest for Hispanics (29.5 cases per 100,000 population) and blacks (12.3 per 
100,000) and lowest for non-Hispanic whites (5.2 per 100,000). 

Importations from other countries accounted for 377 (1.4%) cases; an additional 
188 (0.7%) cases were epidemiologically linked within two generations of transmis- 
sion to imported cases. Of the 377 cases, 249 (66.0%) were acquired in Mexico, and 95 
(25.2%) in other Central American, South American, or Caribbean countries. 


Outbreaks 

A total of 240 outbreaks, involving from five to 7514 persons, accounted for 87.0% 
of the cases. Outbreaks affecting predominantly preschool-aged children involved 
19,827 (71.7%) cases; school-aged persons, 2842 (10.3%) cases; and postschool-aged 


persons, 1376 (5.0%) cases. The largest outbreaks involved predominantly preschool- 
aged children and occurred in Los Angeles (7514 cases); Dallas (2331); New York City 
(1108); San Diego (1049); and Bakersfield/Kern County, California (1011). These 
outbreaks accounted for 47.0% of all cases reported for 1990. 


Vaccination Status 

Vaccination status was known for 27,632 (99.9%) patients. Of these, 5100 (18.4%) 
were known to have been vaccinated on or after their first birthday (Table 2); 
approximately 71.4% of these persons were 5—19 years of age. Of the 22,532 (81.4%) 
persons who were unvaccinated or inadequately vaccinated (i.e., vaccinated before 


TABLE 1. Age distribution and estimated incidence rates* of measles — United 
States, 1989 and 1990" 





1989 1990 


Age group (yrs) No. (%) 
<1 1,982 10.9) 
14 4,668 25.7) 
5-9 1,757 9.7) 

10-14 2,208 12.1) 

15-19 4,403 24.2) 

20-24 1,578 8.7) 
=25 1,511 8.3) 

Unknown 86 0.5) 

Total 18,193 100.0) 


*Cases per 100,000 population. 
*1990 provisional data. 
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their first birthday), routine vaccination was indicated for 12,268 (54.4% [44.3% of 
total"}). Almost 40% of these vaccine-eligible persons were children 16 months to 
4 years of age. Measles occurred in 8698 (31.4% of total) persons for whom routine 
vaccination was not indicated, of whom 7257 (83.4%) were children <16 months of 
age. Of the 1566 persons (5.7% of total) who were unvaccinated for other reasons, 
1424 (90.9%) were persons with religious or philosophic exemption to vaccination. 
Complications of Measles 

Complications were reported in 6274 (22.7%) cases, including diarrhea in 2606 
(9.4%), otitis media in 1829 (6.6%), pneumonia in 1803 (6.5%), and encephalitis in 36 
(0.1%). Hospitalization was reported for 5844 (21.1%) persons. 
Deaths 

A provisional total of 89 measles-associated deaths were reported, for a death- 
to-case ratio of 3.2 deaths per 1000 reported cases. Deaths were reported from 15 
states. Forty-nine (55.1%) deaths occurred among children <5 years of age, including 
15 (16.9%) children <12 months of age and 13 (14.6%) children 5—19 years of age. The 
other 27 (30.3%) deaths occurred among adults =20 years of age. Eighty-one (91.0%) 
suspected measles-associated deaths occurred among unvaccinated persons. 
Reported by: Div of Immunization, Center for Prevention Svcs, CDC. 


Editorial Note: The provisional total of 27,672 measles cases reported in 1990 is the 
largest number reported since 1977. Cases were reported from every state except 
North Dakota; however, 61% of all cases were reported by two states, — 
(12,479 cases) and Texas (4403 cases). 


"Unvaccinated persons >16 months of age without medical contraindications or religious 
exemption to vaccination. This represents a minimal estimate, because the Immunization 
Practices Advisory Committee (ACIP) recommends that the routine age for the first dose of 
measles vaccine be lowered from 15 months to 12 months in areas with high risk for measles 
among preschool-aged children (2). 


TABLE 2. Classification of measles cases — United States, 1990* 





Classification No. % of total 





Unvaccinated 22,532 81.4 
Vaccine indicated 12,268 44.3 
Vaccine not routinely indicated 8,698 31.4 

Persons <16 mos. of age 7,257 26.2 
Persons born before 1957 1,160 4.2 
Laboratory immunity/physician diagnosis 14 <0.1 
Medical exemption 267 1.0 
Other 1,566 5.7 
Non-U.S. citizen 142 0.5 
Religious/philosophic exemption 1,424 5.1 


Appropriately vaccinated’ 5,100 18.4 
Subtotal 27,632 99.9 
Unknown 40 0.1 


Total 27,672 100.0 
*Provisional data. 
"Vaccinated with live measles vaccine on or after the first birthday. 
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In addition to increases in the United States, increases in the occurrence of 
measles during 1989-1990 were reported by many other countries of the Western 
Hemisphere, including Canada, El Salvador, Guatemala, Honduras, Jamaica, Mexico, 
and Nicaragua. Although the cause of this hemispherewide trend in measles activity 
is unknown, it has increased the likelihood that measles will be imported into and 
exported from the United States. 

The change in age distribution of measles patients noted in 1989 (3) continued in 
1990. For the first time since detailed information on the ages of reported patients 
became available in 1973, the proportion of cases among children <5 years of age in 
1990 exceeded the proportion among school-aged children. 

The 89 deaths in 1990 are the largest number reported in a single year since 1971 
(90 deaths and 75,290 reported cases) and the highest death-to-case ratio docu- 
mented in the past 30 years. Although the reasons for these increases have not yet 
been defined, probable contributing factors include underreporting of less severe 
cases (particularly from areas experiencing large outbreaks) and the shift of the 
predominant age of reported cases to children <5 years and persons, =20 years 
(groups at higher risk for complications) (4 ). 

Failure to vaccinate children at the appropriate age was the major factor contrib- 
uting to the resurgence of measles in the United States in 1989-1990 (National 
Vaccine Advisory Committee, unpublished data, 1991). Surveys in areas experiencing 
measles outbreaks indicate that as few as 50% of children have been vaccinated 
against measles by their second birthday (5 ), and that black and Hispanic children are 
less likely to be age-appropriately vaccinated than are white children (6). 

Prevention of measles outbreaks among preschool-aged children will require 
intensive efforts to increase age-appropriate vaccination levels among inner-city 
preschool-aged children. Strategies that should improve immunization levels 
include: 1) reducing barriers to vaccination (e.g., increasing the number of clinic 
hours when vaccines are given and the availability of walk-in vaccination services); 
2) taking advantage of all opportunities to vaccinate (e.g., simultaneous use of 
multiple vaccines whenever possible, and excluding from vaccination only persons 
with valid contraindications); 3) using innovative vaccine delivery techniques, such as 
vaccination in hospital emergency departments; and 4) increasing the number of 
children who return for vaccination at the appropriate age by improving follow-up 
and recall systems. CDC is supporting demonstration projects to examine the 
feasibility of assessing immunization status and facilitating vaccination of children 
participating in entitlement programs (e.g., Women, Infants, and Children program 
and Aid to Families with Dependent Children). 
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Tuberculosis Transmission Along the U.S.-Mexican Border — 1990 


In April 1990, a physician in Mexico diagnosed miliary tuberculosis (TB) in a 
6-month-old girl (patient 1) and referred the child for therapy at a health center in 
Ciudad Juarez, Chihuahua. After the child received treatment for 1 month with 
isoniazid (INH), rifampin (RIF), and streptomycin, her parents sought health care for 
her in the United States. When evaluated at the El Paso City-County Health District 
Tuberculosis Clinic, she had a 4-week history of fevers, cough, and weight loss; 
examination revealed a low-grade fever (99.8 F [37.7 C]) and a diffuse miliary infiltrate 
of the lungs on the chest radiograph. A Mantoux tuberculin skin test was positive 
(10 mm of induration). Multiple gastric aspirate smears for acid-fast bacilli (AFB) were 
negative; however, cultures were positive for Mycobacterium tuberculosis, which 
was susceptible to all drugs tested. The patient improved on continued therapy with 
INH, RIF, and streptomycin. 

Investigation of contacts of patient 1 revealed that her 13-year-old aunt (patient 2), 
who lived in the same household, had been diagnosed with TB in March 1990 
and was being treated at a health center in Ciudad Juarez. A chest radiograph of 
patient 2 showed extensive cavitary infiltrates in the upper lobes of both lungs. A 
Mantoux tuberculin skin test with 5 tuberculin units (TU) was positive (12 mm of 
induration). Although multiple sputum specimens collected in May were AFB smear 
negative, one culture was positive for M. tuberculosis. Treatment included INH, RIF, 
and pyrazinamide (PZA). 

Investigation of contacts of patient 1 also identified TB in her 21-year-old aunt 
(patient 3) who was living in the same household. Patient 3 had had fever, cough, and 
left pleuritic chest pain for 3 weeks (from April 21 through May 14); a chest radiograph 
revealed free fluid in the left hemithorax. A 5 TU Mantoux tuberculin skin test was 
positive (21 mm of induration). Even though multiple sputum specimens were 
negative on smear and culture, patient 3 improved on therapy with INH, RIF, and PZA. 

Nine other members of the extended family of the three patients lived in 
households in the same small apartment complex; each of these persons had 
reactions of at least 15 mm induration to a tuberculin skin test. Although none had 
evidence of current active disease, all were placed on INH preventive therapy. 

Public health officials in the United States determined that the only contacts of 
patient 1 who resided in the United States were her parents. In both parents, skin 
testing induced reactions of >15 mm induration; however findings were normal on 
both chest radiograph and physical examination. Both parents were placed on INH 
preventive therapy. The only contact of patient 3 who resided in the United States was 
a young adult male; his tuberculin skin test was negative. 

The health department also skin tested 12 other family members who did not 
reside in the same apartment complex as the three case-patients. Although two had 
skin test reactions of >10 mm of induration, neither had evidence of disease. They 
were placed on INH preventive therapy. Repeat skin testing of those who had not 
been reactive during the previous 3 months did not identify additional reactors. 

During the 4-month period that preceded initiation of treatment of patient 2, she 
had attended a school in Ciudad Juarez, usually remaining the entire day in one 
classroom with 40 other students and two staff members. Of these contacts, skin 
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testing was positive (>10 mm induration) in 12 (28.6%) persons, including 10 students 
and the two faculty members. Each of the students had a scar suggestive of previous 
BCG vaccination in the right deltoid area. None of the staff had evidence of current TB 
disease. Students with =5 mm induration were referred to private physicians and the 
public clinic in Ciudad Juarez for follow-up. 

Reported by: JA Perez Rubaicaba, MD, Ciudad Juarez, Chihuahua, Mexico. MA Escobedo, MD, 
L Nickey, MD, El Paso City-County Health District; D Simpson, MD, M Kelley, MD, Bur of Disease 
Control and Epidemiology, Texas Dept of Health. HH Ortega, MD, Pan American Health 
Organization Field Office, El Paso, Texas. Div of Tuberculosis Elimination, Center for Prevention 
Svcs, CDC. 

Editorial Note: The findings described in this report underscore four concerns 
regarding TB in children and the elimination of TB in the United States. First, the 
occurrence of TB or tuberculous infection in infants or young children has particularly 
untoward ramifications: children who are untreated or inadequately treated are at 
increased risk for serious complications (e.g., miliary disease or tuberculous menin- 
gitis) (7). TB or tuberculous infection in infants or young children is also a priori 
evidence of recent transmission of infection and strongly suggests infectious TB in a 
community member who requires treatment. The detection of tuberculous infection 
in an infant or young child should immediately prompt health-care providers and 
public health officials to initiate appropriate therapy for the patient and conduct a 
contact investigation to identify a source case and any other infected persons. 

Second, the identification of an infectious source case with close contacts who are 
young children should prompt an immediate contact investigation. In this report, 
patient 2 was the probable source of infection for patient 1. Patient 2 had been 
symptomatic for several months before the onset of illness in patient 1; had had 
cavitary pulmonary disease; and, after 3 months of therapy, had sputum cultures that 
remained positive. 

Third, this report illustrates the importance of conducting TB contact invesiigations 
in “concentric circles” —the practice of first examining higher risk contacts, then 
continuing to examine lower risk contacts until the prevalence of infection approxéi- 
mates that in a demographically similar population not recently exposed to infectious 
TB (3). In this investigation, the high prevalence of infection among household 
members required a more extensive investigation in the community. The extensive 
use of BCG vaccination complicated the interpretation of tuberculin skin tests among 
school classmates of patient 2, since tuberculin reactions due to BCG vaccination 
cannot be reliably distinguished from those caused by M. tuberculosis infection (4 ). 
However, because patient 2 was clearly infectious, reactions of >5 mm among her 
classmates were considered as positive and an indication for both further examina- 
tion and consideration for INH preventive therapy (5). 

Fourth, this report illustrates the importance of the cooperative efforts required to 
prevent and control TB in a border area, such as metropolitan El Paso/Ciudad Juarez. 
To effectively control this problem, the health departments in El Paso and Ciudad 
Juarez cooperated extensively in the contact investigation. 

To foster further cooperative planning and intervention efforts, CDC is assisting the 
Texas Department of Health in establishing a TB control demonstration project in 
metropolitan El Paso/Cuidad Juarez. The project may serve as a model for other 
border communities. 
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Notice to Readers 





Sixth National Conference on Chronic Disease Prevention and Control 


CDC, the Association of State and Territorial Health Officials, and the Association 
of State and Territorial Chronic Disease Program Directors will cosponsor the Sixth 
National Conference on Chronic Disease Prevention and Control, “Making Prevention 
a Reality,” October 22-24, 1991, in Washington, D.C. 

The conference will emphasize interactions among federal, state, and local health 
departments; voluntary health agencies; and professional organizations. Topics will 
include legislative issues in chronic disease prevention; action for achieving the 
national health objectives for the year 2000; epidemiology; women’s health issues; 
breast and cervical cancer control; behavioral research; academic and public health 
agency linkages; and state experiences in community-based heart disease preven- 
tion. Two workshops will address techniques for working with legislatures and 
working with the media. Abstracts are being solicited for oral presentations and 
poster sessions. 

The deadline for abstracts is June 21, 1991. Additional information is available 
from the Center for Chronic Disease Prevention and Health Promotion, Mailstop K-43, 
CDC, Atlanta, GA 30333; telephone (404) 488-5390 or FTS 236-5390; FAX (404) 
488-5962. 


Reported cases of measles, by state — United States, weeks 17-21, 1991 
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